Background
==========

Global health is increasingly recognized as a core element of medical education \[[@B1]\] with greater numbers of under- and post-graduate medical trainees taking part in international global health experiences (GHEs) \[[@B2]-[@B6]\]. Recent surveys determined that all Canadian medical schools permit undergraduate medical students to participate international GHEs and the majority (94%) provide some access to pre-departure training. However, 44% of schools allow students to arrange international electives without faculty support or supervision \[[@B7]-[@B9]\]. This is rather alarming. Although medical educators increasingly acknowledge the benefits of GHE participation \[[@B3],[@B4],[@B6],[@B9]\], there are potential harms \[[@B7],[@B8],[@B10]\]. Participants may perform skills beyond their training level placing patients at increased risk \[[@B11]\]. Trainees may also suffer threats to their own health and safety \[[@B12]\]. Consequently, targeted training is crucial to adequately prepare trainees for GHEs \[[@B13],[@B14]\]; yet, fewer than 30% of trainees participate in such programs \[[@B15],[@B16]\]. A number of authors have proposed educational strategies \[[@B2],[@B13],[@B17]\] and several groups have developed curriculum guidelines for implementation within medical schools \[[@B1],[@B11],[@B14],[@B18]\]. Some suggest providing "academic, logistic and financial support for international rotations", and promoting GHEs as a "routine part of medical education" \[[@B2]\]. While there does not yet exist a formal consensus among educators for curriculum content or educational opportunities in global health \[[@B19]\], there is agreement that several topics including context-relevant biomedical competencies \[[@B20],[@B21]\] and cultural sensitivity development \[[@B11],[@B22],[@B23]\] should be included.

This study originated as a needs assessment aimed at exploring our community's content needs for trainee-oriented GHE pre-departure training. This needs assessment was informed by our study of the global health education literature. We aimed to vet the GHE guidelines currently available by having the GHEs of trainees and medical professionals in our context inform our interpretations.

During data collection for the needs assessment, study participants described content topics for inclusion in our GHE training program. Additionally, and perhaps more importantly, participants continuously emphasized the complex relationships and expectations involved in GHEs that trainees had to navigate. In our literature searches, we found little reported evidence aimed specifically at describing the complicated affiliations and expectations involved in GHEs.

The purpose of reporting of study data is to answer two questions: (1) who are the participant groups involved in GHEs, and (2) what are some of the expectations inherent in the relationships between these groups. Based on these data, we propose a way for conceptualizing the complex relationships involved in GHEs. We suggest that this conceptualization can help GHE developers and participants alike to be better prepared for the unique challenges these learning experiences entail.

Methods
=======

This study received approval from our institution's health research ethics board. All participants provided written, informed consent.

Methodological orientation
--------------------------

We use a fundamental qualitative descriptive approach \[[@B24]\] for this study. Our goal is to present participants' perceptions of GHE relationships and expectations with minimal transformation. We employed a fundamental qualitative descriptive approach since it draws heavily from naturalistic inquiry, providing techniques for allowing the target phenomenon to present itself in its natural state \[[@B24]\]. It is recognized as particularly amenable to obtaining straight and minimally "spun" answers to questions relevant to practitioners and policy makers \[[@B24]\].

Setting and participants
------------------------

This study was conducted at an urban, academic Canadian medical centre. We began recruitment by inviting participants from a convenience sample \[[@B25]\] of individuals known to the researchers for having participated in GHEs. Snowball sampling \[[@B25]\] was used to identify other potential participants. We reasoned that professional status (trainee vs professional) and amount of time spent in GHEs were important criteria that would shape perceptions of the complex affiliations and expectations in GHEs. Consequently, during the snowball sampling phase, purposive sampling \[[@B26]\] with constant comparison of professional status and amount of time spent engaged in GHEs was used to ensure maximum variation. Interviews were conducted until thematic saturation was achieved.

We originally estimated that 30 interviews would be needed to reach thematic saturation. Instead, this was achieved with 20 interviews---10 with medical trainees (5 male; undergraduate = 9; postgraduate =1) and 10 with healthcare professionals (7 male; physicians = 8, occupational therapist = 1, registered nurse = 1). Inclusion criteria required all participants to have had at least one experience working in a healthcare related capacity in a resource-poor setting. Trainees averaged 1.5 GHEs (range: 1--3) while healthcare professionals averaged 8.8 GHEs (range 2--15). The total mean time abroad was 7.6 weeks and 8.1 months for trainees and professionals respectively. The geographical distribution of GHEs was variable with most participants visiting Africa (12 countries) followed by South East Asia (5 countries), Central America (3 countries) and South America (1 country).

Data collection
---------------

A semi-structured, open-ended interview protocol was developed with questions aimed at enabling participants to describe as much of their GHE as they considered relevant. Questions probed the conditions, processes, goals and factors of the GHE that the participants identified as significant \[[@B27]\]. Key questions asked participants to describe: noteworthy successes and challenges faced during GHE participation; resources they required (both those present and those missing in the setting); and the perceived impact of GHEs on themselves, on the host country, or on other affected individuals or structures (Additional files [1](#S1){ref-type="supplementary-material"} and [2](#S2){ref-type="supplementary-material"}). On average, interviews lasted 60 minutes. A qualitatively trained research assistant conducted the interview in a conversational style. Probes and reflective statements encouraged participants to provide additional details and sought clarification. Interviews were digitally recorded and rendered anonymous during transcription. Two transcriptionists reviewed the transcripts to ensure descriptive validity \[[@B28]\].

Data analysis
-------------

As per Sandelowski's recommendation \[[@B24]\], we used content analysis as our analysis strategy. More specifically, we employed conventional content analysis \[[@B29]\] to generate coding themes. As interviews were conducted, each research team member reviewed transcripts independently to identify and define emergent themes. Regular team meetings were held to discuss these themes in order to develop a consensus-derived thematic structure. Using the constant comparison technique \[[@B26]\], additional interviews were held to vet the coding structure until theoretical saturation \[[@B27]\] was achieved. This iterative process provided methodological rigor as initial themes were revised and refined through subsequent data collection and analysis. Coded data was then grouped and organized using NVivo software to facilitate cross-referencing (Version 7; QSR International Pty Ltd, Doncaster, Vic, Australia).

This paper presents the findings and resulting conceptualization developed during the collection and analysis of the entire dataset. It should be noted that a single thematic structure sub-node related to medical tourism has been previously published \[[@B10]\]. In contrast to the previous publication, this paper is a broad-scope analysis of the complex relationships and expectations that arise during GHEs.

Results
=======

Interviewees identified three groups of interested parties involved in their GHEs: participants, host communities, and sponsoring institutions. Around these groups, four major themes emerged: (i) cultural challenges, (ii) expectations and perceptions, (iii) relationships and communication, and (iv) discordant objectives. In the context of each theme, participants frequently described tensions existing between the stakeholder groups. To illustrate these results, we selected interview excerpts that represent each theme. Participants are identified by an interview number and their status as a trainee (T) or professional (P).

Cultural challenges
-------------------

Participants reported cultural differences as a key inherent challenge in GHEs. They repeatedly described the challenges of accepting the cultural practices of host communities while preserving their own moral and cultural ideals. For example, one medical student described the challenge to:

"find a place between respecting other people's cultures and not imposing my own views even when some of the cultural activities were partly responsible for spreading certain diseases." (19 T)

Another medical student described cultural tensions in the context of treatment:

"Antiretrovirals were seen as making the patients sick...so they would throw them out...they were coming from the culture where anything that a white person gives you is to be mistrusted to a certain degree." (14 T)

An experienced healthcare professional discussed cultural differences as the greatest challenge during GHEs, citing the discrepancy in perceptions of health and wellness based on culture:

"You go there with your own cultural biases and you go there with your own work ethic and you go there with your own vision of what health is and what medicine is and what health care is... \[global health participants\] are often frustrated and become judgmental." (4 T)

Some participants acknowledged that greater experience abroad diminished frustrations associated with cultural differences during healthcare delivery.

Expectations and perceptions
----------------------------

In addition to cultural challenges, participants struggled to meet the expectations of host communities. All trainee participants stated that their main goal during their GHEs was to experience healthcare in low-resource settings. Notwithstanding this expressed goal, most trainees felt uncertain about their clinical roles in the GHE setting. Trainees acknowledged that their level of clinical training at the time of the GHE limited their contributions. Several expressed feelings of failure because their clinical skills did not meet the expectations of host communities. One pre-clinical medical student described such a feeling after she declined to perform procedures beyond her clinical skill set:

"It was definitely embarrassing and you got a lot of laughs, like: "What do you mean you came all the way here and you don't know how to do those things. So what did you come here for?" " (7 T)

Another trainee discussed the challenges of unrealistic expectations from the host community and how that can contribute to feeling uncomfortable in a clinical setting:

"There is an expectation when you're coming from a developed country that your knowledge base is a lot high than it necessarily is and...it is a bit disconcerting because you are actually going to a place when you have very little experience." (20 T)

The optimal timing for overseas participation was also mentioned in relation to trainee expectations. Some trainees questioned whether pre-clinical participation in GHEs was appropriate given the lack of medical knowledge especially when host community expectations could not be met. One trainee remarked:

"I don't think I should have gone after 1^st^ year medical school. I think you definitely need to be at least 3^rd^ year (clinical year) because you are too dependent on being taught...You can't take a patient load on your own" (1 T)

Clinical supervisors from host communities were often unfamiliar with the levels of trainee experience. Trainee objectives were either lacking or different from the expectations of the host community. The professional participants echoed these sentiments, describing watching trainees flounder during GHEs. Defined objectives, personal and professional safety nets and well-established electives were all important factors in successful GHEs. One experienced professional in global health emphasized the benefit of more structured GHEs for those beginning their global health careers:

"you have to get involved with an organization that is very well structured and the more structured the organization, the more it protects you as an individual." (17P)

While trainees experienced tensions with host communities regarding clinical skill expectations, professionals described tensions with hosts in overall project design. The two groups often had conflicting goals and objectives, as summarized by one professional:

"I think the thing that I found hardest is dealing with local surgeons to develop an educational project. It is not that they are not willing, but they have their own barriers to making something happen. Some of it is lack of resources, some of it is cultural differences and some of it is, I suspect, our unconscious projection of expectations which perhaps are beyond what they want." (2P)

Relationships & communication
-----------------------------

Both trainee and professional participants agreed that developing and/or maintaining relationships with host communities was challenging. Participants described being labeled with a pejorative "Western superiority" that they either personally experienced or observed in others when interacting with their host communities. One professional discussed this concept as it applied to most global health participants who travelled to low-resource settings:

"We give ourselves a certain air of superiority when we are there as donors, as helpers, as providers. It is a very unequal sort of relationship with the partners that we have there and, if you are serious about partnering and if you are serious about building capacity, teaching and helping, it is not the healthiest type of relationship." (4P)

Generally, this notion of "Western superiority" was discussed more by experienced professionals than by trainees. Professionals stressed that respect and communication were key components to improving relationships with host communities. One experienced professional summarized these ideas stating:

"We forget that the people work with limited resources and they do the best they can with what they have got and they are working with the knowledge that they have. And that doesn't make us better. It doesn't make them worse. It is just the situation as it is and I think that we often forget that people have a lot to teach us." (4P)

Several trainees noted the importance of trust as a key element in building relations with host communities. One trainee discussed the challenge of establishing trust with both local physicians and patients:

"you never knew whether they \[patients\] trusted us enough or how much trust there is in that relationship, which is really important obviously." (14 T)

The challenges in relationship-building were not exclusive to the participant-host relationship. Similar issues arose between hosts and sponsoring institutions. One participant recalled a failing relationship between a host community and a sponsoring institution, resulting in an unsuccessful project:

"I was in a country where \[a donor\] had built a beautiful hospital...and there wasn't one person or patient in it. They were still using the old hospital. Nobody asked them what the hospital should look like...\[the hospital\] was built according to our model but culturally it didn't work for them." (4P)

Discordant objectives
---------------------

Beyond relationships and communication, participants described facing challenges of conflicting objectives between themselves and sponsoring institutions. Many professional participants described projects that were completed without support from local communities, resulting in underutilized facilities or services. Professionals were acutely aware of the need to ensure that their own goals were aligned with those of both the host communities and the sponsoring institutions. For example, one participant described necessary criteria for future projects:

"finding a worthwhile project that both meets my learning objectives and professional objectives to create something that is sustainable in the host country or the host project and also giving to the country." (6P)

In several instances, professional participants encouraged trainees to seek well-established projects early in their global health career. Such projects are likely to have objectives approved by all stakeholders involved as outlined by one professional participant:

"The more structure the organization, the less unexpected events there will be. You go there \[to the host community\] and the team has been there for the past ten years. The locals know you. The team knows the locals and the project is very well defined. Those are the types of projects you want to get involved in when you are starting off." (17P)

In contrast, misaligned objectives can be a significant challenge during GHEs as described by one healthcare professional:

"all the expert reports I read, everybody I talked to in NGO's, governments here, governments there, they said: "what people will want is antiretroviral drugs." When I did extensive community consultation, it came 5^th^ on the list. Way before drugs, they wanted food, then they wanted education for their children." (12P)

Participants frequently reported tensions and conflicting objectives with the organization or agency involved in sponsoring the GHE. Trainees felt that having better defined objectives from the sponsoring institution would have improved the overall experience. As expressed by one participant:

"it would have been nice to sit down with someone, a mentor, someone to discuss what were the personal goals, what were our objectives for going and what you planned as a medical student to do there." (14 T)

Discussion
==========

The four themes emerging from our analysis involved three GHE stakeholder groups: participants, hosts and sponsoring institutions. Given that interviewees were all GHE participants, much of the discussion focused on tensions between participant-host and participant-sponsor groups. Cultural issues were identified as one of the primary sources of tension from the participants' perspectives as they continually balanced their own beliefs with those of host communities. This highlights the need for participants to engage in adequate pre-departure training that includes focus on cultural specificities of host communities. Participants, particularly trainees, felt inadequate and uncomfortable when their clinical skills did not meet their hosts' expectations, which was a regular occurrence. This requires participants to inform hosts of their personal GHE expectations and abilities; however, some responsibility must also lie with both sending and receiving training institutions to facilitate proper learning objectives and host expectations.

Among the non-participant related tensions, most related to conflicting project objectives between hosts and project sponsors. This occurred when sponsoring institutions did not adequately consider the needs of host communities, such as sending antiretroviral drugs when nutrition was a greater concern to community members. Interestingly, only experienced participants made such observations. This may indicate that experience within project decision-making is required to observe such interactions, positions unlikely to be undertaken by trainees. Despite this lack of awareness, these tensions must be conveyed to trainees so that they may be adequately prepared in the event that they encounter such conflicts. Furthermore, such knowledge will help trainees better understand the complexities of global health projects and the potential struggles that exist during project development and deployment.

Pragmatically, trainees should be encouraged to participate in GHEs that are well-vetted by their sending institutions. Such vetting would ensure that the host community understands the limitations of the trainees, and would seek to minimize the conflicting objectives among stakeholders. Furthermore, pre-departure training would inform prospective participants about the perspectives and expectations of host communities. While this study does not enable or describe such host perspectives, other research does provide insights into these important considerations. One recent example of such research describes the perspectives of Malawian medical trainees regarding international medical trainees who travel to their hospital for "clinical tourism" \[[@B30]\]. The quotes and analyses in this publication offer important viewpoints that should be considered by trainees who will participate in these overseas experiences.

GHEs are relatively new training opportunities within modern medical education programs. While there are numerous advantages to GHEs, it is essential to prepare trainees to contend with tensions that may arise between GHE groups. This study enables us to better understand and conceptualize these tensions. We suggest that three stakeholder groups are involved in GHEs: GHE participants, host communities, and sponsoring bodies. Equal importance should be attributed to each group because appropriate consideration to the needs and objectives of each stakeholder is essential to the attainment of GHE success \[[@B31]\]. While each stakeholder group will have their own objectives, success will be maximized when these objectives are shared or are maximally congruent across groups. To illustrate, consider the following example of a medical student on a surgical ward of a resource-poor setting where the primary objective for each stakeholder confers mutual benefit between groups (Table [1](#T1){ref-type="table"}).

###### 

Example of congruent objectives experienced in a successful GHE

  **Stakeholder group**        **Objective**
  ---------------------------- ---------------------------------------------------------------------------------------------------------------------------------------
  Individual GHE participant   Experience health care delivery in resource-poor setting in the operating room and hospital surgery ward.
  Host community               Receive participant who provides health care support commensurate with skill.
  Sponsoring body              Offer the participant a well-supervised clinical experience in a resource-poor setting that supports the needs of the host community.

This ideal sharing of objectives is depicted in Figure [1](#F1){ref-type="fig"}, where common objectives are represented by the overlapping of circles in the Venn diagram.

![Depiction of how shared objectives can benefit each stakeholder.](1472-6920-13-136-1){#F1}

We propose that this conception of shared objectives should inform the development of global health curricula, and especially the formulation of global health educational objectives for trainees.

Perhaps even more important to the success of GHEs is the reduction of objectives that confer no benefit or that may harm other stakeholders. To illustrate, consider this example of a medical student who is asked to undertake significant responsibility during a GHE (Table [2](#T2){ref-type="table"}). The primary objectives for each stakeholder are incommensurable with those of the other two groups. This lack of congruent objectives is depicted in Figure [2](#F2){ref-type="fig"}, where the objectives of each stakeholder group are represented by circles that do not overlap.

###### 

Example of incompatible objectives experienced in an unsuccessful GHE

  **Stakeholder group**        **Objective**
  ---------------------------- ---------------------------------------------------------------------------------------------------------------------------
  Individual GHE participant   Gain trainee-level, supervised surgical experience in resource-poor setting.
  Host community               Accept trainee with expectation that they will work independently and relieve local surgeons.
  Sponsoring body              Increase surgical capacity in host community with instruction of local surgical trainees by visiting trainee participant.

![Depiction on how incompatible objectives can jeopardize the success of a GHE for each stakeholder.](1472-6920-13-136-2){#F2}

We propose that these schemas represent useful conceptualizations for educators in the design of GHEs. We hope that they encourage dialogue between stakeholder groups to ensure mutual and maximal benefit.

Global health activities continue to gain momentum in medical education as increasing numbers of medical trainees (both post-graduate and undergraduate) participate in GHEs \[[@B32],[@B33]\]. While research is investigating potential benefits and harms to trainees, little is known about the relationships and interactions between trainees and other GHE stakeholders. A recent guideline for ethics and best practice in global health training was developed with particular attention to several GHE stakeholders \[[@B31]\]. The authors of this guideline acknowledge the benefits of GHEs but also the potential ethical challenges and burdens on hosts. These guidelines were developed based on available literature and author experience; however, the lack of evidence to guide several recommendations was noted. Our study provides additional evidence to support their recommendations, particularly the need for established, congruent objectives and the importance of communication between all stakeholders.

We acknowledge several limitations to this study. Most notably, we have no data collected from host communities or sponsoring bodies. As others have experienced when investigating educationally-oriented GHEs, daunting obstacles impede the collection of data from these groups. With respect to host communities, language barriers, perceived power differentials, and logistics such as time zone differences and travel costs are just some of the barriers that curtail ready access to host community participants. Regarding sponsoring bodies, securing the participation of well-placed and well-informed insiders, and negotiating sponsor alliances to religious or other institutions are some hurdles that must be overcome. While these obstacles are not insurmountable, it was not within the scope of this needs assessment study's mandate, or budget, to invest the time required to conquer them. In the tradition of Glaser and Strauss \[[@B34]\], we present this conceptualization as an ever-developing entity -- one that will evolve as the data-"grounded" findings from other studies continue its vetting. Given the obstacles hindering in-country and sponsor-related data, we hope that the works of others can contribute to the evolution of this "momentary product" \[[@B34]\].

This study did sample both medical trainees and health professionals with a broad range of GHEs and perspectives. Indeed, some participants had GHEs spanning several decades. Although this research was carried out in a single Canadian university, the results are more representative given our participants had 103 experiences in 21 countries. Furthermore, the recurrent themes we identified in the study, across the heterogeneity of our study population suggest that the stakeholder tensions described here are pervasive across a range of GHEs. We present these themes for further investigation by global health and medical education researchers when developing electives and curricula. Indeed, as the results from this study indicate, the perspectives and experiences of host communities and sponsoring agencies must be included in future studies if medical schools are to responsibly prepare trainees for GHEs.

Conclusion
==========

This study demonstrates that global health participants frequently face substantial tensions with other global health stakeholders during GHEs. Trainees are particularly vulnerable as they lack the experience and knowledge to navigate these tensions. Of considerable concern is the mismatch of expectations between each group and the potential for conflicting objectives. However, GHEs must not be abandoned as considerable evidence exists regarding their potential benefits. Instead, a balance should be sought that acknowledges the mutually-compatible needs of each group. Our findings highlight the importance of trainees participating in GHEs with well-designed objectives that maximize benefit for all stakeholders. We propose a conceptualization for the development of educational objectives that acknowledges participants, host communities and sponsoring institutions. Aligning each group's objectives will improve the experiences for all.

In conclusion, we feel our descriptions, suggested conceptualizations, and recommendations provide data-grounded analysis that can meaningfully and usefully contribute to the effort to critically analyze and to appropriately prepare our trainees to participate in GHEs.
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